Siiteri, P. K., and MacDonald, P. C., Steroids, 1963, 2, 713. Can I Have an Ambulance, Doctor? SIR,-The article by Dr. T. C. Beer and others (9 February, p. 226) provides some very distuirbing facts, not so much about the use of the ambulance service but about physiotherapy. What it reveals is that a treatment centre attached to one of the most modern hospitals in the country provides such a low level of treatment that the author's comments about the effectiveness of outpatient physiotherpy are almost bound to be correct. Tle last sentence is really the important one: "Doctors ordering [physiotherapy] should remember that it may be merely a potentially socially disruptive placebo."
The facts revealed in the article showed that 75% of the patients treated were receiving no more than one hour of physiotherapy per week. I find it incredi-ble, at a time when rehabilitation services are being reassessed and recommendations made about the implementation of the Tunbridge Committee report and when consultants in rehabilitation are being appointed, that such a very low level of treatment with a modern rehabilitation centre which treats patients on a full-time basis-that is, the patients attend for a 37-hour working week and treatment is devoted to active exercise oir effective forms of physiotherapy and recovery time is reduced to an absolute minimum thereby.
I wonder if this article is in fact illustrating a norm for patient after-care because, if it is, no wonder the rehabilitation services are in such urgent need of reappraisal and reorganization. Cot Deaths SIR,-With reference to your very informative leading article (2 March, p. 341) the following factors seem always to be present when cot deaths occur: (1) horizontal position; (2) bed rest; (3) quiet sleep for some hours; (4) the baby is clothed and the covers are wrapped round the child; (5) a helpless and somewhat weak child; (6) an unsuspected and silent event; and (7) a greater or lesser degree of interstitial oedema in the lungs.'
The most reasonable pathogenesis for cot deaths according to these premises is, I think, that the baby is drowned in its own body fluid. This body fluid is more abundant in newborn babies and highly mobile. Interstitial oedean in the lungs hampers oxygen transport through the respiratory membrane, especially in the hypostatic parts of the lungs. The hypoxaemia which follows produces drowsiness, insensibility, and death.
If this theory is right the fatal event should never occur when: (a) the child is out of bed; (b) the baby is crying, when the oedesa would be driven out of the chest; (c) the child is naked-heavy covers in the winter season, constricting dlothes, and bulky nappies under the buttocks would tend to drive more blood into the thoracic cavity; (d) the child sleeps with the upper half of the body elevated; (e) the child has strength enogh to get out of the flat, recumbent position; and (f) there has been insufficient time since washing and feeding for enough oedematous fluid to gather.
In 1969 I was telephoned by a distressed mother who had just found her 31-day-old infant motionless and apparently dead. I immediately ordered the child to be placed in a vertical position. When I saw her some 6-7 minutes later breathing was present but hardly audible. The whole body was very pale, with some traces of scum around the mouth. The head a-nd the limbs were quite flaccid. In the next 30 minutes recovery was very rapid. The baby became normal, yawned healthily, and wanted food.2 The girl has been in good health since then but somehow weaker than the two older children, who were twins. Other potentially fatal diseases in which fluctuations in body fluid may be of decisive importance are croup3-5 (acute laryngitis) and pulmonary oedema due to heart failure. At necropsy the disastrous oedema may wel1 be gone-as is the rule in dead bodies-into the common pool of hypostatic fluid. 
